Clinical Trials Registration Number: ISRCTN63723433 Participants: 24 physiotherapists and 24 patients with chronic low back pain.
57
Interventions: 2 hospital clinics were randomly assigned to the intervention arm. Physiotherapists from each site volunteered to participate in the study prior to 132 randomization TO the clinic to intervention or control. Randomization of cluster sites (i.e., 4 133 hospital clinics) to intervention and control arms (1:1) was carried out by an independent 134 researcher using a computer-based algorithm. All 4 clinics were randomly allocated at the 135 same time, and a researcher (CL) contacted each clinic to inform them of their allocation arm.
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136
Patients were informed of the purpose of the study, but were not informed whether or not 137 their physiotherapists' clinic had been allocated to the treatment or control condition. first physiotherapy session, to determine eligibility (see Table 1 for complete inclusion by physiotherapists (see Table 2 ). Table 2 ). To help standardize the quality of care provided to all patients, physiotherapists from 170 both study arms attended a 1-hour education session. This session reviewed current best 171 evidence-based care for CLBP management, in particular regarding advice for physical 172 activity (e.g. as part of home-based rehabilitation) and exercise prescription 13, 14 .
173
Physiotherapists from the intervention arm additionally participated in 8 hours of 
178
These vignettes first depicted a physiotherapist displaying controlling communication styles,
179
which were then contrasted with depictions of needs supportive communication behaviors.
180
Active role play and group discussion were also employed. At the end of the session, each
physiotherapist recorded 2 or 3 goals for strategy implementation during their treatment 182 sessions in the upcoming week, along with likely obstacles and anticipated solutions.
183
Physiotherapists were provided with choices regarding these goals; they were advised to 184 choose strategies that they believed required most improvement or would have the most 185 benefit for their patients.
187
The second training block consisted of group discussion regarding the facilitators and Table 3 . Patients were blinded to treatment allocation. Independent raters were also blinded to . There 300 were no significant (p > .05) or clinically meaningful between-arm differences on any patient 301 or physiotherapist characteristic variables (Table 4) . Needs support (HCCQ) scores provided by blinded raters were normally distributed
306
(skewness/kurtosis values in the range -1 to +1), supporting the use of independent t-tests.
307
Inter-rater reliability on the 12 double-rated recordings was also acceptable (ICC = .79 However, it should be noted that the lower bound of the 95% CI for our effect (d = 1.18 to 330 M A N U S C R I P T 
A C C E P T E D ACCEPTED MANUSCRIPT
351
Baseline scores on this measure across the 2 arms of the trial were similar; however 352 differences in needs support prior to the intervention are still possible.
353
Another potential limitation of this study relates to the degree to which 
Autonomy
ADVISE
Catering for Different Learning Preferences
Use a selection of methods (aural, visual, kinesthetic) to educate the patient (during session and take home materials); these methods cater for multiple learning preferences. 
Competence & Autonomy
ARRANGE
Providing a Rehabilitation Diary
Provide the patient with a rehabilitation diary to help him/her keep track of home-based rehabilitation (e.g., exercise, physical activity).
Competence & Autonomy
Following-Up Suggest a specific follow-up appointment, provide guidance regarding when an appointment should be arranged (e.g., no more than 2 weeks later), or inform the patient that no follow-up appointment is needed.
Relatedness & Competence Offering Contact
Invite the patient to contact you in the event of difficulties or questions. 
Relatedness & Competence
Global Perceived Effect
Scale (GPE)
The GPE is an 11-point NRS that assesses the patient's perception of recovery. It is considered to have high face validity and is often used as the reference standard against which other subjective measures are tested when assessing their measurement properties [33] .
Roland Morris Disability
Questionnaire (RMDQ)
This questionnaire consists of 24 yes/no items regarding the impact of back pain on activities of daily living. The RMDQ is used widely in low back pain studies as a standardized measure of activity limitation and M A N U S C R I P T
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has demonstrated good validity, reliability and responsiveness [22] .
EuroQuol-5D
Weighted Index
The EuroQol is a standardized instrument that provides a simple descriptive profile and a single weighted health index value for health status. It is applicable to a wide range of health conditions for which it
has been shown to demonstrate good validity and reliability [23] .
Depression Anxiety Stress Scale-21 subscale (DASS)
The DASS includes a set of three self-report scales designed to measure symptoms of psychological distress including depression, anxiety and stress, the 7-item depression subscale was used in the current study [34] .
Fear Avoidance Beliefs
Questionnaire (FABQ) Physical Activity
This is a five-item self-report questionnaire that specifically focuses on participants' beliefs about how physical activity affects their low back pain [35] .
Perceived Competence
Scale (PCS)
This four-item scale has consistently produced scores with good 
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A total of 24 physiotherapists from 4 clinics in Dublin, Ireland were recruited into the study. The clinic was the unit of randomization (cluster n = 4) Clinics allocated to intervention (n = 2) Clinics allocated to control (n = 2)
Cluster Allocation
Prior to allocation of clusters to intervention or control arm, participating physiotherapists (n = 24) attended a 1 hour refresher course on the evidence-based management of CLBP and completed a baseline assessment
Cluster Enrollment
Intervention 2x4hr communication skills training workshops including an introduction to the principles of Self-Determination Theory and their application to physiotherapy.
Patient consent was obtained prior to their initial physiotherapy appointment. An audio recording of each participating physiotherapist (n = 24) treating a CLBP patient in clinical practice was collected.
Data Collection (Audio Recording of treatment sessions)
